The most common reason for non-obstetric surgery during pregnancy is acute appendicitis (1). The anatomical and physiological changes that occur during pregnancy can make the diagnosis of acute appendicitis difficult and can cause a delay in its treatment. Delayed treatment results in the classic complications of acute appendicitis and pregnancy-associated complications such as fetal loss and preterm labor (2). Although laparoscopic appendectomy (LA) is accepted as the standard treatment for acute appendicitis and can be performed for pregnant patients, its reliability remains controversial (3).
reduced the duration of hospitalization and thus could be safely performed for pregnant patients.
Although a potential damage is considered to accompany LA in the third trimester depending on the uterus size, Walsh CA et al. (6) revealed that there was no difference between each of the three trimesters in terms of fetal loss and preterm labor. The same study reported that fetal loss occurred more with LA; however, preterm labor occurred more with OA . A meta-analysis compared between 599 LAs and 2816 OAs in pregnant women and reported that fetal loss occurred more with LA and that no increase in other complications, including the preterm labor, was observed. However, considering that the rate of fetal loss may increase in cases with complicated appendicitis such as perforation and the presence of an abscess, considering the severity of appendicitis during evaluation appears to be more convenient while comparing fetal loss between LA and OA (1).
Regarding complications associated with first trocar no significant difference was detected between the Hasson open technique and veress needle (6, 7) . None the less , most surgeons prefer placement of the first trocar via the open technique.However, from which location would the first trocar be placed depends on the age of pregnant patients. Because of the distance from the uterus, the midline between the umbilicus and sternum may be more appropriate in the second half of the pregnancy (7). Because of the risk for fetal hypercapnia and acidosis, the pressure of the pneumoperitoneum is recommended to be ≤12 mmHg. However, no difference was observed at pressures between 10 and 12 mmHg (8, 9) . In our case, the first entry into the abdomen was made via the Hasson technique just over the umbilicus, and a 10-mm trocar was placed. Two more 5-mm trocars were placed from the midline between the suprapubic and pubis umbilicus. The operation was completed with a 10-mmHg pressurized pneumoperitoneum so as not to reduce the uterus blood circulation.
Pregnant patients with acute appendicitis should be followed up by the Department of Obstetrics and Gynecology because of possible maternal and fetal complications. However, the implementation of prophylactic tocolysis is not routinely recommended to reduce the risk for fetal loss (10) . In our case, follow-up was performed together with the Department of Obstetrics and Gynecology and included assessments made before the operation, immediately after the operation, and 1 week after the operation. Tocolytics were not administered because they are not recommended by the Department of Obstetrics and Gynecology. No maternal or fetal complications were observed.
Conclusion
Considering its general advantages, LA can be considered as an alternative method to OA in pregnant women. However, further studies that consider other predisposing factors that increase the risk for preterm labor or fetal loss in patients and the severity of appendicitis are required. 
